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Self-efficacy in acutely traumatized patients and the risk
of developing a posttraumatic stress syndrome
Selbstwirksamkeit als Prädiktor eines posttraumatischen
Stresssyndroms bei akut traumatisierten Patienten
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Post traumatic stress disorder (PTSD) occurs across 15-20% of victims
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Germany Zusammenfassung
Opfer von Unfallereignissen entwickeln in 15-20% die syndromale
Symptomatik einer Posttraumatische Belastungsstörung. Für die Ent-
wicklung des Störungsbildes sind neben der Traumaschwere die per-
sönlichen Ressourcen, wie Resilienzfaktoren, Copingstrategien und
sozialeUnterstützungvonzentralerklinischerBedeutung.Dievorliegen-
de Studie untersuchte die Bedeutung der Selbstwirksamkeit für die
kognitive Selbstregulation im posttraumatischen Symptomverlauf an-
hand der DSM-IV Kriterien bei 65 Patienten unmittelbar nach einem
Unfallereignis (T1) und nach 4 Monaten (T2). Entsprechend der Aus-
gangshypothesebestätigtendieErgebnisse,dassdieSelbstwirksamkeit
unmittelbar nach dem Unfallereignis eine prädiktive Bedeutung für die
Symptomausprägung zum Zeitpunkt T2 nach 4 Monaten hat. Die Stu-
dienergebnisse unterstreichen die klinische Bedeutung kognitiver Ver-
laufsvariablen als hilfreiche Screeningmarker zur Identifizierung von
Risikopatienten, die im posttraumatischen Adaptationsprozess einer
psychotherapeutischen Intervention bedürfen.
Schlüsselwörter: PTSD, akute Traumatisierung, kognitive
Selbstregulation, Selbstwirksamkeit, posttraumatischer
Bewältigungsverlauf
Introduction
Acute stress disorder and PTSD following acute physical
trauma have been observed in an average of 15-20% of
all trauma victims, some studies reporting prevalence
rates as high as 39% [7], [9], [10], [11], [23], [27], [28],
[31].Severespecifictraumatization,notablyburninjuries,
may lead to chronic PTSD in as many as 45% [30], [41].
These PTSD prevalence rates among accident victims
suggest the need for comprehensive, adequate and ap-
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[10],[11].Thisimpliesdiagnosticassessmentoftraumat-
ized patients including specific psychological screening
[18]. A nationwide poll studying the psychological treat-
mentandcareofaccidentpatientsinGermanemergency
surgery departments revealed insufficient training to ad-
equately handle psychological trauma syndrome among
hospitalstaffanditprovidedsoundevidenceforageneral
lack of education concerning these syndromes [15].
Lacking sufficiently trained medical staff, however,
hampers incorporating specific interviews as part of the
clinical routine examination. Psychometric screening in-
struments were suggested to be highly beneficial for the
identification of patients urgently needing supportive
psychotherapy [17].
Theoccurrenceofpsychologicalsequelaehasbeenasso-
ciated with several factors, including the nature of the
trauma, trauma severity, but also with individual psycho-
logicalvulnerability[5],[32],[36],[40].Factorsprotecting
from the development of severe stress-related reactions
were positive social support and a high sense of coher-
ence (SOC) [2]. In a study by Frommberger et al. [22] on
severely injured traffic accident victims, the SOC was
found to negatively correlate with the development of
posttraumatic psychopathology, psychological disorders
(i.e.posttraumaticstressdisorderfollowingtheaccident),
and anxiety-related cognitions. Dysfunctional cognitions
were among the characteristic long-term psychological
changesfollowingtrauma[19],[20].Posttraumaticcoping
can therefore be described as a multidimensional pro-
cess.Asaconsequence,successfulposttraumaticadapt-
ation may be disturbed or completely abolished by
prominent and dominating individual risk factors, such
asprevioustraumaorpoorsocialsupport[12],[24],[29].
Effective strategies for PTSD therapy often integrate ele-
ments of cognitive therapy. Utilizing positive as well as
correcting cognitions has been demonstrated to be a
useful element of specific trauma-processing methods,
suchasbehavioraltechniques[19]andEMDR[25],[37].
Hence, cognitive variables are considered a cornerstone
in both functional and dysfunctional reactions to stress
in Kanfer's self-regulation model [26]. Antonovsky [2]
described the SOC as an indicator of the individual’s
ability to mobilize resources in the wake of adverse
events. He proposed the SOC’s three constituents,
meaningfulness, comprehensibility, and manageability,
tobeanalogoustoBandura’sconceptofself-efficacy[3].
Bandura ([3], p. 3) described self-efficacy as the “belief
in one’s capabilities to organize and execute the courses
of action required to produce given attainments”.
In view of the considerable number of physically trauma-
tized patients developing psychological problems in the
aftermathoftrauma,itmightbeusefultoidentifydysfunc-
tionalcopingduringtheearlycourseofadaptationfollow-
ingacutetraumainordertopredictthelaterdevelopment
of PTSD.
The current study was part of a comprehensive research
projectonposttraumaticstressreactionsandinteractions
betweencognitions,emotions,andsymptomsinpatients
at the department of plastic, hand and burn surgery of
the RWTH Aachen University Hospital.
It was the aim of this study to compare the association
between perceived self-efficacy in patients shortly after
undergoing emergency surgery (T1) and approximately
four months later (T2) and the development of posttrau-
matic stress symptoms or a posttraumatic stress syn-
drome.Basedontheassumptionofanautonomous,self-
regulating mental system, we hypothesized that low per-
ceived self-efficacy is a predictor for an increased risk of
developing posttraumatic stress symptoms and a post-
traumatic stress syndrome following physical injury.
Methods
Participants
All patients (n=139) hospitalized in the department of
plastic, hand and burn surgery at the University Hospital,
RWTHAachenUniversitybetweenApril1997andOctober
1998 with an acute physical trauma were asked to parti-
cipate in this study. Exclusion criteria were: age <14, co-
morbid psychotic disorder, organic mental disorder,
closed-head injury, physical inability to participate, and
physical injuries due to attempted suicide. Patients were
also excluded if age or co-morbidity made it difficult to
identify organic or psychological factors as a source of
symptomsunderstudy.Thereasonforexcludingpsychotic
patients and patients treated for attempted suicide from
the study was the risk of aggravating their psychological
condition.
Twenty-one of the 139 acutely traumatized patients re-
fused to participate from the outset. Reasons for refusal
were: advanced age (n=5), language problems (n=3),
psychotic or serious neurological disorder (n=2), poor
physical condition (n=2), participation considered too
personalorbothersome(n=3),lackofjustificationforthe
study (n=2), “no reason” or discharged early (n=4).
The study was conducted according to the ethical stand-
ards of the institution effective at the time of the study.
Thisincludedobtaininginformedconsentfromallpatients
invited to participate in the study.
In comparison to refusers, the 108 responding patients
were on average more than 20 years younger (33.8 vs.
54.2 years) with almost twice as many men (82.4% vs.
47.8%).
Data collection
Patients were examined (a) at the earliest opportunity
following admission, either immediately or after being
released from the intensive care unit approximately six
days post-trauma (T1) and (b) four months following T1
(T2). This interval was chosen in accordance with the
DSM-IVcriteriaforposttraumaticstressdisorderdemand-
ing posttraumatic stress syndrome persist for at least
three months in order to be considered chronic. At T2,
65patientsoftheinitialstudygroupof108patientswere
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they could either not be contacted or failed to complete
andreturnthequestionnaires,despiteattemptstoestab-
lish telephone contacts and letters reminding them of
their participation.
In general, responders at T2 were comparable to drop-
outs as for their family status, nationality, mental co-
morbidity and physical/psychosomatic complaints. They
differed, however, in the following aspects:
• responders were on average five years older (36.5 vs.
31.1 years; p<.05),
• themale/femaleratio(responders:75.4%men,24.6%
women vs. drop-outs: 93% men, 7% women),
• thepercentageofburninjurieswashigherinthegroup
of responders (43.1% vs. 32.6%),
• posttraumaticstresssyndromeatT1(43.0%)wasmore
frequent among responders than among drop-outs
(23.6%),
• compared to responders, drop-outs were more likely
to live with their parents, to attend school, and to
never have been employed,
• in the group of responders there were significantly
moreGermanhighschoolgraduatesandprofessionals
thaninthegroupofdrop-outswhohadahigherportion
of lower level education diplomas (“Hauptschulab-
schluss”or“Realschulabschluss”)andunskilledlabor-
ers.
In summary, as compared to the initial sample, the final
sample was slightly older, contained relatively more wo-
men, tended to be better educated, suffered from more
serioustrauma,andexhibitedmoreposttraumaticstress
syndromes. Of the 65 patients available for follow up, 49
weremen(75%)withanaverageageof36.5±13.7years.
About half of the patients were married (50.8%), 41.5%
weresingle,7.6%weredivorced.Nationalitiesofpatients
were: native Germans (81.5%), immigrants of German
descent (1.6%), other nationalities (17.9%). Education
levelsofpatientswere:schooldrop-outs(26.2%),remedi-
al school (10.8%), ninth or tenth grades required for ad-
mission to vocational colleges, German high school
qualifying for college admission (23.1%). About one third
of the patients (36.5%) were as of recently employed as
unskilledlaborers,19%wereemployedasofficeemploy-
eesand17.4%wereinpositionsasacademicprofession-
al employees.
The following types of trauma were observed in the study
sample: arm and leg injuries (n=24), face or forehead
injuries, concussions (n=2), burn or scalding injuries
(n=28), amputations (n=8), electric shock (n=1), and
multiple traumata (n=2).
Instruments
Perceived self-efficacy was measured with the General
CompetenceExpectancyTest(GeneralisierteKompetenz-
erwartung [GKE]) [35] and the Aachen Self-Efficacy
Questionnaire(AachenerSelbstwirksamkeitsfragebogen,
[ASF]) [39]. The General Competence Expectancy Test
(GKE)assessesgeneralself-efficacywhichisconsidered
a stable personality characteristic reflecting a person's
belief to be able to cope with challenging demands.
General self-efficacy correlates positively with variables
such as self-esteem and internal locus of control, and
negatively with variables such as anxiety and depression
[3], [35]. The GKE consists of ten statements concerning
challenges and expected outcomes. An example of one
of these items is: “I always succeed in solving difficult
problems when I make an effort.” (English translation,
originalwording:“DieLösungschwierigerProblemegelingt
mir immer, wenn ich mich darum bemühe.”) Candidates
areaskedtorateeachitemona4-pointLikertscale(from
“4 = completely disagree,” to “1 = completely agree”). In
five studies with a total of 1700 test persons, Schwarzer
[35] demonstrated that the internal consistency (Chron-
bach’s α) of the GKE ranges from 0.74 to 0.93, and its
test-retest reliability over a period of eight weeks was rtt
0.71.
Basedontheconceptoftesttheorythatanysingleinstru-
ment will only measure part of a construct, we decided
to use a second questionnaire to enhance the validity of
our study.
Therefore, patients were also asked to rate the Aachen
Self-Efficacy Questionnaire (ASF) [39] which consists of
20 items to be rated on a 5-point Likert scale. The ASF
assesses generalized self-efficacy as well as specific
factorssuchasachievement,socialinteractionandbody-
relatedselfesteem.Itsinternalconsistency(Chronbach’s
α) is 0.90 for the general scale, and 0.74-0.84 for its
subscales. The test-retest reliability for the ASF is rtt 0.66
over a period of eight weeks.
The presence and severity of posttraumatic stress
symptoms were assessed using the Aachen Trauma
Processing Questionnaire (Aachener Fragebogen zur
Traumaverarbeitung,AFT)[16].TheAFTcontains29items
(5-point Likert scale) derived from the DSM-IV criteria for
PosttraumaticStressDisorder(PTSD),supplementedwith
itemsconcerningperitraumaticdissociationaccordingto
the B-Criterion for Acute Stress Disorder (ASD) [1].
The dimensional applicability of the AFT was tested by
Principal Component Analysis (PCA). The results of the
PCAshowedthattheAFTcontainssixdimensionsrepres-
ented by 28 of the 29 items; the remaining item was in-
cluded because of its clinical relevance (“I experience
memories or reminders of the event as severe physical
stress.”, original wording: “Innere oder äußere Erinne-
rungen an das Ereignis erlebe ich als erhebliche körper-
liche Belastung.”). Cronbach’s α of the total score was
0.93. The dimensions were: startle reaction (Cronbach’s
α=0.79),peritraumaticdissociation(Cronbach’sα=0.82),
intrusion (Cronbach’s α=0.85), avoidance (Cronbach’s
α=0.80), hyperarousal (Cronbach’s α=0.84), and impair-
ment of psychosocial functioning (Cronbach’s α=0.84).
The test-retest reliability of the questionnaire was ex-
amined on a sample of surgical patients (n=314) and a
control group of medical students (n=54). The test-retest
reliability of the total AFT score for the patient sample
after a period of four months was 0.61 and ranged
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at second measurement (T2) (n=65)
between 0.40 and 0.58 for its subscales. These rather
low results can be explained on the grounds that the AFT
wasdesignedasaninstrumenttomeasureamomentary
stateabletochangedrasticallyovertime.Theresultsare
not expected to remain stable over several months. This
is supported by the fact that R tt for the control group of
medical students after a period of two weeks was 0.85.
In order to identify patients with a posttraumatic stress
syndrome,responsestotheAFTwereclassifiedaccording
to criteria specified by the SKID-PTSD manual [42].
In order for the A-criterion of the DSM IV for the
posttraumatic stress syndrome to be met, patients were
required to report a traumatic experience during which
they exhibited reactions characterized by fear, helpless-
ness, or horror (score ≥3 on a 5-point scale).
Further criteria for the posttraumatic stress syndrome
were:
• a mean score of ≥3 on the six items describing peri-
traumatic dissociation (B-Criterion for ASD),
• a mean score of ≥3 on the five items describing re-
experiencing or intrusions (B-Criterion for PTSD),
• a mean score of ≥3 on the seven items describing
avoidance (C-Criterion for PTSD),
• ameanscoreof≥3onthefiveitemsdescribinghyper-
arousal (D-Criterion for PTSD).
Symptoms had to persist for at least three months to be
considered a posttraumatic stress syndrome (measured
at T2).
Results
ResultsoftheAFTatT2identifiedtwosubsetsofpatients:
those exhibiting posttraumatic stress syndrome (n=20),
and those exhibiting no posttraumatic stress syndrome
(n=45).
In order to identify the relationship between self-efficacy
scores at T1 and posttraumatic stress symptoms at T2,
product-moment correlations were computed.
Table1showstherelationshipbetweenself-efficacy(GKE
and ASF) at T1 and posttraumatic stress symptoms at
T2. Correlations for the GKE, total ASF score, and values
for the three ASF subscales, achievement, social interac-
tion, and body-related self-efficacy, are presented.
As shown in Table 1, there were several significant rela-
tionships between the self-efficacy scores at T1 and di-
mensions of posttraumatic stress symptoms at T2.
The GKE score correlated negatively with the total AFT
score (r=-.30, p<.05) and correlated also negatively with
three of the six AFT subscales, namely peritraumatic dis-
sociation (r=32, p<.05), intrusions (r=-.38, p<.01), and
avoidance behavior (r=-.45, p<.001).
Although the total score on the ASF did not correlate sig-
nificantly with the total score on the AFT, it did show a
significant negative correlation with the AFT subscale,
“avoidance behavior” (r=-.37, p<.01). Other significant
correlations were found between several of the ASF sub-
scales and the AFT: the value for the ASF subscale
“achievement” was correlated significantly with the total
AFT score (r=-.27, p<.05), with the AFT subscales “intru-
sions”(r=-.32,p<.05),and“avoidancebehavior”(r=-.35,
p<.01). Subscale 2 of the ASF “social interactions” also
showed a significant relationship with the AFT subscale
“avoidance behavior” (r=-.37, p<.01). No significant rela-
tionship was found between the third and last subscale
of the ASF “body-related self-efficacy” and the presence
of posttraumatic stress symptoms at T2.
Wethencomputedadiscriminantanalysiswithposttrau-
maticstresssyndromeaccordingtotheAFTasdependent
variable and the total score of GCE (GKE), as well as ASF
subscales for achievement, social interaction, and body-
related self efficacy as predictors.
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TheresultsofthediscriminantanalysisaregiveninTable
2. As shown in Table 2, based on the prevalence rate at
T2 of 22% (14/65) posttraumatic stress syndrome in our
sample, the use of the self-efficacy questionnaires in-
creased the correct identification of the target patients
from an unconditional probability of 60% (=(35+4)/65)
to a conditional probability of 78% (=(41+10)/65).
In order to identify factors of self-efficacy contributing
most to the differentiation of sub-groups, we computed
a multiple regression analysis following the “stepwise”
algorithm in SAS. To this end, the total score of the AFT
was used as a criterion with both specific and general
aspects of self-efficacy as independent variables. The
stepwise regression analysis exhibited a significant rela-
tion between ASF_1= self-efficacy on the achievement
subscale and the total AFT score (R
2=13%, F=9.66,
p<0.01).Nofurtheraspectsofself-efficacywereincluded
in the regression analysis.
Discussion
Applying concepts derived from Kanfer’s self-regulation
model [26] and Bandura’s concept of self-efficacy [4],
[3], the relationship between self-efficacy and the occur-
renceofpsychologicalstresssyndromefollowingphysical
traumatization was examined in the present study. As for
all studies, there are general as well as specific limita-
tions. Due to limitations of the representativeness of our
study sample, all conclusions concerning other patients’
populationsarecomparablylimited.Comparedtopatient
populations of general surgery departments, our study
sampleislikelytocontainratherseverelyinjuredpatients.
As for the size of our study sample, it was determined by
thehighlyspecializedqualificationofthesurgicaldepart-
mentandwasnotduetoanyotherselectionbias.Import-
antly, the surgical injury severity score (ISS) of these pa-
tientshadnorelevanceforourpredictionmodelandwas
not included in this communication.
In this regard, it was the foremost aim to test whether
self-perceivedself-efficacyofpatientsisausefulpredictor
for the early detection of their being at risk to be later
afflicted by posttraumatic stress syndrome.
Our results suggest the correctness of this notion since
self-efficacy measures were shown to constitute a signi-
ficantfactorfortheidentificationofphysicallytraumatized
accidentvictimsatriskofdevelopingposttraumaticstress
syndrome. In view of our finding that a high level of self-
efficacy correlated negatively with posttraumatic stress
symptoms,weassumeahighlevelofself-efficacytoalso
be protective when coping with trauma. In our study,
subscales of self-efficacy showed different correlations
withthesubscalesoftheAFT.Forexample,wefoundthat
low perceived self-efficacy correlated most strongly with
avoidance tendencies in processing the traumatic event.
This relationship is in keeping with the finding by Blan-
chard and Hickling [6] in their study of motor vehicle ac-
cident survivors and with the study by Sumer et al. [38]
amongsurvivorsofthe1999Marmaraearthquake.These
authors cited avoidance tendencies as one of the vari-
ables predicting a delayed onset of PTSD.
As might have been expected, avoidance showed a signi-
ficant negative correlation with the social interaction di-
mension of the ASF. Surprisingly, though, one of the re-
lated dimensions of the AFT, impairment of psychosocial
functioning, failed to exhibit a significant correlation with
self-efficacy. It can be assumed that at the time of re-
sponding to the AFT, the patients in our study were either
stillsufferingfromphysicalinjuriescausedbytheaccident
and might thus not have returned to work or school, or
they had not been expected to take on their previous so-
cialrolesatthattime.Therefore,ourstudycannotsupply
any evidence on the relevance of self-efficacy for the vo-
cational rehabilitation. The relationship between per-
ceivedself-efficacyandimpairedpsychosocialfunctioning
might thus set in significantly later when recovering or
facing increased social demands. Another unexpected
finding is the absence of a significant relationship
between body-related self-efficacy and posttraumatic
stress syndrome. This may be due to the possibility that
assessing the patients’ recovery from physical injuries
depended more on surgical treatment than on their own
behavior. Also, it might be related to psychological de-
fensereactions,suchasdenialtendenciesaspartoftheir
reactions to their serious physical trauma. The relation-
shipbetweenbody-relatedself-efficacyandtraumareac-
tions is interesting in light of another finding in the above
mentioned study by Blanchard and Hickling [6], namely
that the relative degree of recovery from physical injuries
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PTSD.
The GKE correlated only significantly with the AFT sub-
scalesforintrusionandperitraumaticdissociation.These
subscales were suggested by Ehlers, Mayou & Bryant
[14] to be predictors for the development of PTSD. Our
findings allow us to conclude that during early recovery
fromphysicaltrauma,subscalesoftheASF,suchassocial
interaction or body related self-efficacy, appear rather
insensitive for the impairments observed under this
condition since hospitalization supplies patients with a
highlyprotectiveenvironment.TheGKE,however,appears
to be more appropriate for the assessment of such early
sequelaeofphysicaltraumasinceitassessesself-efficacy
on rather general dimensions.
To the best of our knowledge, the specific relationship
betweenself-efficacyandposttraumaticstressreactions
has not been examined previously. However, our study
canbeviewedinthecontextofotherrecentinvestigations
whichevaluatedtheinfluenceofself-regulationprocesses
andself-esteemontheposttraumaticadaptationprocess
[21]. For example, Schnyder ([34], p. 117) found that
patients showing marked symptoms of posttraumatic
stressfollowingaccidentalinjury(the“highlysymptomatic
group”) also had a low “sense of coherence.” Further,
Frommberger[22]demonstratedthattheSenseofCoher-
ence Self-Rating Scale correlated negatively with the de-
velopmentofposttraumaticpsychopathologyandpsycho-
logicaldisorders.Heinrichsetal.[24]foundintheirstudy
amongasampleoffirefightersthatahighlevelofhostility
and a low level of self-efficacy at baseline accounted for
42% of the variance in posttraumatic stress symptoms
after a work period of 2 years.
A matter of debate remains the fact that the self-efficacy
measurement at T1 did not reflect whether low self-effi-
cacyshownbysomepatientswasaresponsetotheacute
traumaorwhetheritrepresentedapre-traumaticpattern.
Also, it remains unclear whether an increase in self-effi-
cacy might be due to a euphoric reaction due to having
survived an accident. Regehr et al. [33] examined self-
efficacy and trauma in new recruits and experienced
firefighters.Theirstudyrevealedthatexperiencedfirefight-
ers had lower levels of social support and lower self-effi-
cacythanthenewrecruits.Asthesevariableswereasso-
ciated with traumatic stress and depressive symptoms,
it is somewhat disturbing that these protective factors
appear to diminish over time.
While it was not possible to obtain standardized data on
theaccidentvictim’spsychologicalstatepriortotheacci-
dent, we are able to underscore that early posttraumatic
self-efficacy can indeed be taken as a valid risk indicator
predictinganincreaseinposttraumaticstresssymptoms
or a posttraumatic stress syndrome. It appears relevant
topursuethesequestionsinfurtherstudiesbyassessing
self-efficacyinanon-traumatizedpopulationcomparable
to our study sample.
Theresultsofourstudymaybelimitedforothermethodo-
logical reasons, too. One of these limitations is that our
study group was rather heterogeneous with regard to
demographic characteristics and to the type and severity
of their traumata. The study sample examined at T1 and
T2 differed significantly from the patient group not reex-
amined (dropouts) and from those who had refused to
participate in the study as of the start (refusers) with re-
spect to age, gender, education level, and employment.
Any conclusions drawn from this study are therefore lim-
ited to the group of patients studied in the final sample.
Hence,furtherstudiesareneededbeforeanycomparable
relationshipbetweenself-efficacylevelsandposttraumat-
ic stress symptoms can be generalized to apply to other
patient groups. Yet, owing to the respectable size of our
study sample and all efforts within reason made to avoid
sample biases, there is reason to be positive that results
presented do contribute to the understanding and study
of PTSD. This point still holds when taking into account
that any of these methodological drawbacks relate to
circumstances curtailing most studies of this kind per-
formed in a clinical setting.
In summary, the results of our study clearly support that
measures of self-efficacy may serve as one promising
general process marker useful for the evaluation of
posttraumatic adaptation. Other process markers to be
investigatedmightbeattributionandthesenseofcontrol
overthetraumaticeventanditsaftermath.Thedifference
in the correlations between the GKE and the ASF scores
andtheAFTsuggeststhattheassessmentofself-efficacy
should be as specific as possible when used to predict
maladaptive processes in the aftermath of a trauma.
Psychometricinstrumentsemployedinourstudypossess
several advantages over extensive interviews which on
theonehandaccidentvictimsmightexperienceasintrus-
ive and stressful, and which on the other hand hospital
staff is likely not to have the time or the training to con-
duct properly. Questionnaires as those utilized are quick
andeasytoadministerrequiringonlylittleofthepatients’
and staffs’ time and effort. Further, data obtained with
their help meet general standards for reliability and
validityandcanbeusefulinpromptlyidentifyingpatients
who might benefit from psychotherapeutic support.
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